released the proposed 2019 Medicare physician fee schedule and quality payment program, combining these 2 rules for the first time. This occurred in a milieu of changing regulations that have been challenging for interventional pain management specialists. The Affordable Care Act (ACA) continuous to be amended by multiple administrative changes. This July 12th rule proposes substantial payment changes for evaluation and management (E&M) services, with documentation requirements, and blending of Level II to V CPT codes for E&M into a single payment. In addition, various changes in the quality payment program with liberalization of some metrics have been published. Recognizing that there are differing impacts based on specialty and practice type, as a whole interventional pain management specialists would likely see favorable reimbursement trends for E&M services as a result of this proposal. Moreover, in comparison with recent CMS final ruling, this proposed rule has relatively limited changes in procedural reimbursement performed in a facility or in-office setting.
and intensity, whereas changes in service utilization were not associated with a statistically significant change (23) . The data also showed that changes in disease prevalence of instance were essentially associated with spending reductions of 2.4% or $28.2 billion (23) . Even then, disability continues to escalate, along with opioid related deaths, which continue to increase at epidemic rates (24) (25) (26) . It was also postulated that a nominal decrease in health care cost based on price reductions and cost calculation methodology of services with site-of-service differentials by Medicare and others, and multiple policy changes, may have led to the unintended consequences of limiting access to medically needed services (2) (3) (4) 27, 28) .
In a press release from July 2018, in the form of a letter to physicians from CMS Administrator, Seema Verma, the administration understandings of the issues facing provider communities and Medicare were described (29) . Administrator Verma highlighted the following:  Years of eduction, training, and hard work, as well as the expertise of physicians, are not utilized appropriately, but instead, they are being forced to spend far too much of their time on burdensome and often mindless administrative tasks.  Wasteful tasks imposed on physicians have been draining energy and taking time away from patients, from reporting on measures that demand that physicians follow complicated and redundant processes, to documenting lines of text that don't add value to patient's medical record, to hunting down records and faxes from other physicians and sifting through them.  The systems have taken the most brilliant students and put them to work clicking through screens and copying and pasting, with 42% of physicians reporting burnout.  Doctor/patient relationship has been deteriorating and patients are not being put first.  Physicians should be able to deliver care to patients, not sitting at a computer screen.
Administrator Verma blamed Washington for many of the frustrations with the current system, as policies that have been put forth as solutions either have not worked or have moved health care in the opposite direction. In fact, she stated that electronic health records that should make it easier for physicians to record notes and achieve interoperability. Amazingly, the government spent $30 billion to encourage their uptake, turn-T he Centers for Medicare and Medicaid Services (CMS) released its proposed 2019 Medicare Physician Fee Schedule on July 12, 2018, with the comment period ending September 10, 2018 (1). As opposed to prior iterations, the 2019 Medicare physician fee schedule (MPFS) and quality payment program (QPP) proposed rule is the first year that the 2 rules have been combined. This rule also is accompanied by multiple fact sheets including ones on changes to the quality payment program and physician fee schedule proposals for 2019. In many ways, these changes reflect the philosophy of the Trump administration. This is in contrast to the 2017 proposed rule at which time the Obama administration had declared the success of the Patient Protection and Affordable Care Act (ACA) with significant progress towards solving longstanding challenges facing the US health care system related to access, affordability, and quality of care (2-8). As we have described in the past, reducing health care expenditures with increased access to affordable insurance coverage and improvement in quality have been the cornerstones of multiple legislative efforts and regulations including the ACA (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) . Despite the fact that there are clear examples of program success, the effectiveness of ACA in achieving some of its primary goals has been questioned (5, 8) . There has been a net increase in the number of individuals with insurance; a portion of which is attributable to the expansion of Medicaid. Moreover there likely has been a reduction in costs; however, with diminished access for many who were previously insured and concerningly without corresponding improvement in the quality of care (4, 5, 8) .
National health expenditures (NHEs) have grown with expenditures reaching $3.3 trillion in 2016, which is equivalent a 17.9% share of the gross domestic product (GDP) (19) . Medicare spending also reached a historic $672.1 billion with a share of 20.36% of total NHEs, while Medicaid spending grew almost as high as Medicare to $565.5 billion in 2016, and a 17.1% share of total NHE (19) . The Trump administration started with plans to repeal the ACA, which have not materialized even with multiple legislative attempts through Congress leaving it as the law of the land (20, 21) . The statistics showing expenditures in the United States reveal that the US spent $87.6 billion on back and neck pain with an additional $95.9 billion on musculoskeletal disorders in 2013 (22) . Further, the same authors also showed that the major reason for the increase in expenditures was related to changes in service price ing this tool into a serious distraction from patient care due to the inability to exchange records between systems and the increasing requirements for information that must be documented. Administrator Verma promised that CMS is committed to turning the tide and has launched "Patients Over Paperwork" initiative, under which they have been working to reduce the burden of unnecessary rules and requirements. CMS indicates that is has thus proposed an overhaul of the evaluation and management (E&M) documentation and coding system ostensibly to dramatically reduce the amount of time physicians have to spend in putting unnecessary information into patient's records. Administrator Verma also described multiple other changes that are reflected in this proposed rule including a major reduction of the documentation burden for E&M office visit code, .new payments for physician services that are not part of a face-to-face office visit and some easements in the quality payment program
The proposed policy favorably affects interventional pain management's reimbursement for E&M services, procedural services by physicians and procedures performed in office settings.
Background
Medicare establishes a physician fee schedule for services furnished by physicians and other practitioners in all sites of services, including office visits, surgical procedures, diagnostic tests, therapy services, and multiple specified preventive services. Payments are based on the relative resources typically used to furnish the service. Relative value units (RVUs) are applied to each service for physician work, practice expense, and malpractice. These RVUs become payment rates through application of a conversion factor. Payment rates are calculated to include an overall payment update specified by the statute.
The impact of the Medicare physician fee schedule is enormous for interventional pain physicians. The Medicare fee schedule affects not only fee-for-service Medicare, but also Medicare Advantage Plans, a large number of Medicaid plans, and a significant proportion of private payers. Since 2016, interventional pain management has suffered significant losses in multiple areas of payments, not only for physician payments, but also facility payments for in-office procedures and ambulatory surgery centers. Further, the opioid epidemic has also become a focus affecting interventional techniques in that interventional techniques might appropriately be considered in lieu of prescriptions opioids (24) (25) (26) (30) (31) (32) (33) (34) (35) (36) (37) (38) (39) (40) (24) (25) (26) (27) (28) (29) (30) (31) (32) .
Even prior to the proposed rule, interventional techniques have been facing a multitude of issues despite demonstration of clinical and cost effectiveness due to improper evidence synthesis (41) (42) (43) (44) (45) (46) (47) (48) (49) (50) (51) (52) (53) (54) (55) (56) (57) (58) . Based on the available data, CMS is proposing updated pricing recommendations for supply and equipment items currently used as direct practice expense (PE) inputs. These data were derived from market research resources and methodologies including field surveys, aggregate databases, vendor resources, market scans, market analysis, physician substantiation, and statistical analysis. CMS is proposing to update supply and equipment pricing over a 4-year phase-in.
Physician Payment uPdate
The proposed rule updates physician payment schedule conversion factor from $35.9996 to $36.0463, reflecting a statutory update of 0.25%, offset by a budget neutrality adjustment of -0.12%, resulting in a 0.13% update. Table 1 .
Evaluation and Management Services Payments
In addition, new codes would be created to provide additional payments to office visits of $5, $14 and $67, with multiple procedure adjustment with reduction when an E&M visit is furnished in combination with a procedure on the same day ( Table 2 ). Physicians will be allowed to choose their method of documentation, among the following options:  1995 or 1997 E&M guidelines for history, physical examination, and medical decision making (current framework for decision making, which is the It seems that some physicians will continue to document and report among the 5 levels of codes. CMS will only require documentation to support the medical necessity of the visit and to support a Level 2 CPT visit code. In order to report an established office visit to Medicare, physicians need to document medical necessity and then one of the following:  Two of the 3 components: 1) Problem-focused history that does not include a review of systems or a past, family or social history; 2) A limited examination of the affected body area or organ system; and 3) Straightforward medical decision making measured by minimal problems, review, and risk; or  Time personally spent by billing practitioner faceto-face with the patient.
However, CMS is soliciting comments on what time disproportionately care for patients with complex needs would face a fee cut for Levels 4 and 5 visits, despite the add-on payment. Further, physicians in nonprocedural specialties whose revenue derives largely from these visits as shown in Appendix Fig. 7 could find this cut untenable. Figures 1 and 2 compare the interventional pain management, pain management, and parent specialties compared with internal medicine and overall specialties. As illustrated earlier, interventional pain management would see an increase with added benefit of reduced documentation, facilitating increased patient time. Table 2 . Proposed additional payment codes in 2019 physician payment rule.
• Proposing ~$5 add-on payment to recognize additional resources to address inherent complexity in E&M visits associated with primary care services.
• Proposing ~$14 add-on payment to recognize additional resources to address inherent visit complexity in E&M visits associated with certain non-procedural based care.
• Proposing ~$67 add-on payment for a 30 minute prolonged E&M visit.
should be required if this is the documentation selection with multiple options being considered. One option being 10 minutes (CPT defined typical time) or 16 minutes which is a weighted average of all established office visits. An impact analysis with additional payment accuracy adjustments was performed by CMS as shown in Table 3 . For 2019, multiple specialties may face a reduction. For some specialties, it is rather significant and it is thus easy to understand their concern. Obstetrics and gynecology will be the major beneficiary with overall 4% increase, followed by nurse practitioners of 3%. Interventional pain management will see less than 3% increases. Anesthesiology and physical medicine and rehabilitation specialties will see minimal changes to overall payments.
Song and Goodson (59) analyzed the CMS proposal to reform office visit payments. Overall they had a negative opinion about collapsing of the codes and also the resultant adverse consequences. As shown in Appendix Fig. 7 Reframing Medicare Physician Payment Policy for 2019 often report lower level office visit codes in conjunction with minor procedures. 2. In addition, CMS will add $5 to each office visit performed for primary care purposes via a new code GPC1X visit complexity inherent to E&M associated with primary medical care services. In addition, relevant to interventional pain management, CMS identified multiple specialties including interventional pain management that often report higher level office visits and noted that potential reduction in payment. To offset this loss, CMS proposes to add $14 to each office visits performed by the specialists in the following specialties via a new code GCGOX visit complexity inherent to E&M ( Table 2 ). The following specialties have been identified:
A new prolonged service code will be implemented to add on to any office visit lasting more than 30 minutes beyond the office visit (i.e., hour-long visits in total. It is reported by:
 Code GPR01, prolonged evaluation and management or psychotherapy services(s). with a payment rates of $67 ( Table 2 ). An interventional pain management physician currently reporting 99205 and spending more than 60 minutes with a patient would be paid $211. Under the proposed new method, the interventional pain physician would report 99202-99205, depending on their documentation selection ($134), plus GCG0X ($14), plus GPR01 ($67), for a combined payment of $215.
CMS will implement new codes and payment for remote monitoring and inter-professional consultations. 3. Medicare would pay physicians for their time when they reach out to beneficiaries via telephone or other telecommunication devices to decide whether an office visit or other service is needed. CMS also proposes to pay for the time it takes physicians to review a video or image sent by a patient seeking care or diagnosis for an ailment. 
Practice Expense Relative Values
Based on the Protecting Access to Medicare Act of 2014 (PAMA), CMS initiated a market research to update the direct PE inputs for supply and equipment pricing for calendar year (CY) 2019.
Proposed Additional Calculation for Evaluation and Management Services
CMS determines the proportion of indirect PE allocated to a service by calculating a PE per hour based upon the mix of specialties that bill for a service. However, a wide range of specialties bill for E&M services and the change into one payment level will have an effect on PE per hour for many specialities. To address this issue, CMS is proposing to create a single PE per hour value for E&M visits of $136.34, based on an average of the PE per hour across all specialties that bill E&M codes, weighted by the volume of those specialties allowed charge for E&M services. CMS now believes that making a separate payment for a bundled episode of care for management and counseling for substance use disorders could be effective in preventing the need for more acute services (61) . Medicare pays for one-third of opioid related hospital stays, and Medicare has seen the largest annual increase www.painphysicianjournal.com
Reframing Medicare Physician Payment Policy for 2019 in the number of these stays over the past 2 decades. CMS is requesting comments on whether the counseling portion and other MAT components could also be provided by qualified practitioners "incident" to the services of the billing physician who would administer or prescribe any necessary medications and manage the overall care, as well as supervise any other counselors participating in the treatment.
Professional liaBility insurance relative values
CMS is seeking specific comments on ways to improve how specialties in the state-level raw rate filings data are cross walked for categorization into CMS specialty codes in order to develop the specialty-level risk factors and the professional liability insurance (PLI) RVUs. At present CMS is proposing to add 28 codes identified as low-volume services to the list of codes for anticipated specialty assignment. These codes are reported with the -26 modifier and were submitted by the RUC. In the addendum for the CY2019 malpractice risk factors and premium amounts by specialty, CMS cross walked non-MD-DO specialties to the lowest MD-DO risk factor specialty, allergy immunology. The RUC also has consistently maintained that a risk factor linked to a physician specialty is too high for many of the non-physician health care professions.
In addition, cardiothoracic surgery and neurosurgery, specialties with high PLI costs, are proposed to receive positive impacts to payments related to their insurance costs for 2019.
gloBal surgery data collection
The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) required CMS to implement a process to collect data on post-operative visits and use these data to assess the accuracy of global surgical package valuation.
CMS currently bundles payments for postoperative care within 10 or 90 days after many surgical procedures. Historically, CMS has not collected data on how many postoperative visits are actually performed during the global period. In the year 2017 FFS final rule, CMS adapted a policy to collect postoperative visit data (62). Consequently, CMS required practitioners in groups with 10 or more practitioners in 9 states including Florida, Kentucky, Louisiana, Nevada, New Jersey, North Dakota, Ohio, Oregon, and Rhode Island to use the no pay CPT code 99024 for the postoperative follow-up visit, normally included in the surgical package, to indicate that an E&M service was performed during a postoperative period for reasons related to the original procedure to report postoperative visits. However, this has not affected practitioners who only practice with fewer than 10 practitioners. There have been multiple data reporting utilizing CPT 99024 in anesthesiology. The proportion of practitioners reporting CPT code 99024 in anesthesiology is 29%, pain management is 40%, and interventional pain management is 33%. Further, these were variable for 10-day and 90-day global period. In the future, CMS may add or increase physician payment work value based on this data.
Potentially misvalued codes list
CMS continues to propose a list of potentially misvalued codes for review by the RUC and possible adjustment. Historically, the RUC and CMS has identified 2,086 services through 20 different screening criteria for further review by the RUC since 2006 (63) (64) (65) (66) 
Payment for interventional Pain management Procedures
In the proposed rule, the physician payment schedule conversion factor is updated to $36.0463 from the previous factor of $ 35.9996 . This is a reflection of the statutory update of 0.25%. However, this is offset by the budget neutrality adjustment of 0.12% and so the actual update result is only 0.13%
The physician payment schedule is mostly without significant changes in payment rates for procedures, without major changes for more commonly performed procedures, while some procedures have seen significant increases; consequently, it is a mixed bag. Table 4 shows the 2019 proposed physician payment rates comparing them to the 2018 final rates. The schedule shows the rates for facility and non-facility; facility rates when a physician performs the procedure in an ASC or hospital; whereas, non-facility rates include the facility expense portion of the office. An extended schedule is available on the ASIPP website under Physician Fee Schedules at http://www.asipp.org/Fee-Schedules.html.
Based on the available literature (28, (33) (34) (35) (36) (37) (38) (39) , an overwhelming majority of interventional techniques are performed in outpatient settings, either in physicians' offices, hospital outpatient departments (HOPDs), or ambulatory surgery centers (ASCs). In 2012, the Medicare Payment Advisory Commission (MedPAC) recommended that if the same service can be safely performed in different settings, a prudent purchaser should not pay more for that service in one setting than in another (27, 67) . The Office of Inspector General (OIG) also has expressed a similar approach (68); however, because of hospital acquisition of practices and increased levels of payments which is costing more for Medicare. More and more procedures are performed in an HOPD setting, essentially in an office setting which is most likely similar to offices utilized outside, but paid at 300% more than in-office procedures and over 80% more than in ASCs. Further, for some procedures there is such a dramatic difference that hospitals are paid at 2,000% as shown in Table 5 (1,68).Thus, the same procedures are provided in an office is reimbursed at a rate of $14-$20 with continued reductions in 2019, which were initiated in 2017. These rates are inadequate for these procedures which must be performed in sterile fashion following the guidance set by the Centers for Disease Control and Prevention (CDC).
With the continued decline in reimbursement initiated in 2017, percutaneous adhesiolysis (CPT 62263 and 62264) continue to be the subject of comments in the past and continue to face declines. Once again, the fee schedule shows a 0.9% to 2.4% reduction for non-facility settings and a reduction of 1.5% to 4.9% for facility setting. CPT 62263 involving multiple percutaneous epidural adhesiolysis sessions, 2 or 3 days, is performed very infrequently or rarely. However, CPT 62264 is commonly performed (38) , though its utilization is declining rapidly as shown in Appendix Fig. 3 . and Appendix Table 2 . The reimbursement is reduced 0.9% in a non-facility setting and 1.5% in a facility setting. Even though there is no significant difference for the facility portion of the work involved to perform the procedure in a non-facility setting, there is a significant difference in reimbursement of $426.43 versus $597.65.
The saga related to epidural injections with and without fluoroscopy which started in 2017 continues. Overall, the reimbursement changed with an increase of 0.1% to 0.8% for non-facility services; whereas, it declined by 1.6% to 2.1% when the procedure is performed in a facility setting. The reimbursement rates continue to be inadequate with elimination of separate payment for fluoroscopy, leading potentially to a shift of procedures to the more highly reimbursed transforaminals rather than interlaminars.
Interlaminars have declined significantly over the past few years though there are other confounding factors at play with regards to this migration (Appendix Fig. 2 and Appendix Table 3 ) (34, 37) . Ironically, there are meaningful increases for continuous epidural injections which are never performed in chronic pain management settings and carry different codes when they are performed in obstetric anesthesia.
There are significant reductions for electronic analysis of programmable pump (CPT 62367), electronic analysis of programmable pump with reprogramming (CPT 62368) with 8.1% and 6.8% reductions for nonfacility performance, whereas, these reductions are 2.8% and 4% in a facility setting.
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Reframing Medicare Physician Payment Policy for 2019 It appears that CMS has recognized the importance of implanting of neuroelectrodes by increasing the reimbursement for non-facility setting by 19.2%; however, at the same time it reduces physician reimbursement by 1.7%.
Facet joint nerve blocks and facet joint neurolytic procedures are facing reductions in the range of 1.5% to 3%; however, increases for nerve blocks and sympathetic blocks, especially in non-facility setting is appreciable. Finally, CMS continues to provide inadequate reimbursement for peripheral neurolytic procedures (CPT 64640) of $136.26 for non-facility and physician reimbursement of $95.52. These procedures require blockade of multiple nerves with expensive equipment; however, CMS continues to consider this as a single procedure and thus reimburses inadequately. This procedure should be reimbursed similar to other radiofrequency neurotomy procedures such as facet joint neurotomy (CPT 64633-64637). There is substantial evidence showing the effectiveness of peripheral nerve blocks in managing chronic knee pain, hip pain, among multitude of other conditions. The code is often utilized to report sacroiliac joint neurotomy procedures. Thus, reflecting the HOPD rates, these reimbursement patterns must be addressed and increased. The procedure also carries an extremely low reimbursement in ASC settings. Similarly, though not to the same extent, another procedure the neurolytic block of pudendal nerves (CPT 64630) also carries a low reimbursement of $242.59 in a non-facility setting and $195.73 in a facility setting. The neurolytic procedure of intercostal nerve also faces the same path with $208.35 for non-facility setting and $176.63 for facility setting. Consequently, it is time for CMS while making so many changes to make the appropriate changes for the future.
recognizing communication technologyBased services
CMS is proposing to pay separately for 2 newly defined physicians' services furnished using communication technology including brief communication in technology-based service i.e., virtual check-in (HCPCS code GVCI1) and remote evaluation of recorded video and/or images submitted by the patient (HCPCS code GRAS1). This is expected to increase efficiency for practitioners and convenience for beneficiaries. Both services of brief communication technology-based service and remote evaluation of recorded video and/or images may be used to assess the patient visit needs.
In addition, CMS also has proposed to pay separately for new coding describing chronic care remote physiologic monitoring (CPT codes 990X0, 990X1, and 994X9) and interprofessional internet consultation with multiple CPT codes 994X6, 994X0, 99446, 99447, 99448, and 99449. discontinuation of functional status rePorting requirements for outPatient theraPy
The proposed payment rule for 2019 will discontinue the functional status reporting requirements for services furnished on or after January 1, 2019 for outpatient therapy. Since January 1, 2013, as required by the Middle Class Tax Relief and Jobs Creation Act of 2012, all providers of outpatient therapy services have been required to include functional status information on claims for therapy services. The data was collected using a non-payable HCPCS G-codes and modifiers to describe a patient's functional limitation and severity at periodic intervals during outpatient therapy services. Since the Bipartisan Budget Act of 2018 repealed the therapy caps, these requirements served no purpose.
quality Payment Program
The proposed changes to quality payment program (QPP) aim to reduce clinician burden, focus on outcomes, and promote intraoperability of electronic health records by removing Merit-based Incentive Payment System (MIPS) process-based quality measures and overhauling the MIPS. Quality payment program is a subject of a separate manuscript.
conclusion
The proposed fee schedule includes seismic shifts for E/M services, which is garnering significant attention in the medical community. Interventional pain management continues to face many challenges in the present environment. It is important for IPM specialists to understand the multitude of changes in the regulations including the proposed fee schedule so as to preserve interventional pain management into the future.
